Adequate person-centred communication is an important cornerstone of good clinical practice and therefore requires training, just like other aspects of medicine do. The exact content of person-centeredness can vary depending on specific context and culture, but key issues mentioned frequently are: providing room for the patient's story through involvement in consultations, with an emphasis on dialogue with the physician, exploring emotional cues and showing empathy, attention to the patient's context, adjusting information and advice to that context and framing it in a positive way and involving patients in decisions on the management of illness. In practice, however, the concept of person-centeredness some-times works out differently from the one 'on paper'.
Introduction
This article discusses the outcome of an interactive presentation during the Third Geneva Conference on Person-Centered Medicine in 2010, involving the audience in a learner-centred way.
Adequate person-centred communication skills are important cornerstones of good clinical practice. If physicians (and other health care workers) lack these skills, patients as well as physicians are less satisfied, and health outcomes of patients are less positive [1, 2] .
To understand the many challenges of teaching person-centred communication skills, it is necessary to discuss the nature of person-centeredness first. Over time, many definitions of the terms patient and personcenteredness have been described in the literature. But the concept, not always using the specific term, has been appearing, disappearing, reappearing and evolving in various places for a much longer time. models are still used in practice and in medical education [6, 7] . There is growing evidence, with many individual studies and reviews, showing that patientoutcomes of person-centred consultations are better than those of doctor-centred consultations, although the evidence is not consistent (yet) [1, 2, [8] [9] [10] .
Person and patient-centeredness
In the context of medicine, the terms person and patientcenteredness are often used interchangeably. In this article, because of the quoted, relevant literature and the context of medical education, we will use the term patientcenteredness.
The definition and content of patient-centeredness vary, but key issues mentioned frequently are: providing room for the patient's story through involvement in and beyond consultations; stressing the importance that a patient is seen as a person; attention for context as well as the symptoms or problems of that person, taking into account social, psychological and biomedical factors; an emphasis on a dialogue between patient and health care provider; exploring emotional cues and showing empathy; adjusting information and advice to the person's context, and framing it in a positive way and involving patients in decisions on the management of their illness. However, the patient-physician relationship is not one-sided. Therefore, paying attention to the person of the doctor with an awareness of the influence of the doctor's personal qualities on the practice of medicine is also a component of patient-centeredness.
In their publication in Social Science & Medicine Epstein and associates discuss important factors influencing patient-centred communication [11] . Their figure (below) very clearly demonstrates why patientcenteredness varies by showing the interaction and overlap between the various factors and why always being patientcentred can be so difficult. 
Examples
In the context of practice let us consider for instance, the typical case when there is a shortage of time or a large number of patients who all need to be seen urgently. What is person-centered care for the patient who gets most time and can elaborate on context issues might seem very person-centered for that individual, but is not for the next patient.
Another example which we discussed with the audience included consultations in which culture play a role. When the culture of the physician and patient do not match, and/or decisions have to be made and might be different from both cultural perspectives, problems are likely to arise.
Different cultural views on breaking bad news demonstrate the dilemma. In many Western countries with cultures emphasizing individual freedom and choice, full disclosure is common and described in guidelines as best Non-disclosure might be more appropriate in some circumstances and should be negotiated carefully [14] . It is even more complicated for a physician living in a Western culture, to treat a patient from a collectivistic culture. Even though a person has a 'right to know', and if there is a law dictating the amount of information, physicians will have to make a person-centered choice every time, minimizing potential harm for that person, but within the context and culture of that person, who has to continue living in that reality. These examples show that reading and writing about the concept on paper is not the same as always being person-centered in the reality of everyday, busy practice, with so many competing demands. And teaching of patient-centeredness therefore faces even more challenges.
Teaching of communication skills and educational methods
Even in less difficult circumstances and easier consultations, person-centred communication skills do not come naturally to all physicians. This has been an important reason for many medical schools to incorporated communication skills programs in their curricula in the past few decades. There is ample evidence that it is possible to teach and learn adequate (personcentered) communication skills to students, residents and practicing physicians and there is also evidence about what works best [15] [16] [17] [18] [19] . Methods using experiential learning seem best to transfer these skills. This means that a learner has the opportunity to experiment and practice him or herself (one to one). Using active small groups in a safe learning environment is also important. This can be realized in a number of ways, but key to success is that when learners practice they have to be observed and receive effective and focused feedback [20] . Use of Video/DVD or audio recording helps such feedback. As teaching methods, role play, simulated patients (SP's) and/or taping of consultations with real patients all have their advantages and can be used for observation and feedback and all these methods open up the opportunity to practice again after watching one self and/or receiving feedback from others [21] .
Role play has the important advantage that learners can step into the role of patient as well as physician and in that way experience how it feels from 'both sides'. Even without giving feedback, this is an important and revealing experience. Practicing with simulated patients often feels closer to the reality of clinical practice than role play, and they can be trained for their educational tasks and can be scheduled when needed. Lectures are not as effective in the learning of skills, although in combination with other methods, they do serve an important purpose. Even when transmitting knowledge, lectures are only effective if they are clear and well structured, interactive, used in combination with other teaching methods/discussions and relate to the learner's 'real life' problems and challenges. The difficulty with lectures is that the average attention span declines after 15-20 minutes, retention rate is low. It is only 5% -10% for reading, but increases to 50 % for group discussions, which can be incorporated in lectures, but seldom are. It is also not possible to address individual needs of learners in a lecture and adjust the content to these needs, something that is very necessary with regard to person-centered communication skills [15, 22, 23] .
It is possible and important to train current and future physicians and health care workers in patient-centred communication skills. Medical curricula should take into account the whole process of training, feedback and assessment and offer programmes in which these skills are integrated with other medical skills and with clinical practice. Furthermore, training of person-centeredness should be extended to residency and CME. During clinical practice it is difficult to remain person-centred in the setting of busy everyday clinical practice with little time per consultation and the focus on medical content. Practical obstacles exist and methods and systems need to be developed in attempts to overcome them.
